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A B S T R A C T 
The aim of the present endeavour was to study the 
problem entitled "A study of traumatic experience, 
hierarchy of perceived stressful life events and illness 
behaviour of Kashmiri youth". However, the entire work was 
accomplished after a strenuous effort and is based on five 
standard chapters. 
The chapter I deals with the Introduction and theoretical 
background of the variables. It discusses the concepts of 
Traumatic Stress, Stressful Life Events and Illness Behaviour. 
The main objectives of the present study are : 
(1) To identify traumatic experience, perceived by Kashmiri 
male and female students. 
(2) To determine hierarchy of Stressful Life Events of 
Kashmiri male and female students. 
(3) To examine the difference between male and female 
Kashmiri students studying in Anantnag (Kashmir) and 
Aligarh Muslim University, Aligarh on traumatic 
experiences. 
(4) To examine the difference between male and female 
Kashmiri students studying in Anantnag (Kashmir) and 
Aligarh Muslim University, Aligarh on Stressful Life 
Events. 
(5) To examine difference between male and female students 
studying in Anantnag (Kashmir) on Illness Behaviour. 
(6) To examine difference between male and female 
Kashmiri students studying in Aligarh Muslim 
University, Aligarh on Illness Behaviour. 
Chapter II has highlighted comprehensive details of the 
relevant available literature and goals of the study. This 
chapter deals with the review of literature on theoretical and 
empirical studies of the variables. 
Chapter III has provided the methods and procedure 
opted for carrying out the present investigation where details 
about sample, tools used and statistical analysis have been 
given in detailed. 
Chapter IV is concerned with result, and discussion. The 
results are discussed in 6 different tables. 
Chapter V deals with the conclusion on the basis of the 
major findings of the study and also provides suggestions for 
further research. 
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Since 1989, a variety of military and civilian sources of 
trauma have been observed in the state of Jammu & Kashmir. 
The last decade of 20"^ century has witnessed a number of 
incidents concerning the impact of traumatic events on various 
life domains of the people of Jammu and Kashmir state. The 
traumatic events such as terrorist activities, military/police 
atrocities, violent crime (e.g., sexual assault, physical assault, 
accidental injury, and torture etc. has documented a number of 
impact upon civilians. The impact of Kargil war conditions 
upon civilians (concentration camp survivors, relatives of 
combatants, civilians living in war-torn regions) and several 
other traumatic events have also been noted. 
The field of traumatic stress is about four decades old. 
/ 
Blake, Albano and Kene (1992) noted a gradual, but steady, 
upward trend in the number of articles published on the 
subject./Most of the studies were conducted during the period 
1970 and 1990. Their findings indicate that theoretical and 
empirical work regarding traumatic stress stemming from 
either war or violent crime. However, a number of publication 
concerning the mental health impact of traumatic events such 
as child abuse, natural disasters, and being held captive (e.g. 
as a prisoner of war) appeared in the literature. Several recent 
studies document the frequency occurrence of traumatic events 
across the life span (Breslan, Davis, Andreski & Peterson, 
1991; Kilpatrick, Edmunds & Seymour, 1992; Kilpatrick, 
Saunders, Veronen, Best & Von, 1987). 
The present study is based on a simple premise i.e. to 
identify the Traumatic Experiences among Kashmiri students. 
Armed with the following base of knowledge -
(1) "There has been a substantial and growing interest in the 
topic of traumatic stress over the past century." 
(2) "Traumatic events are neither rare nor unusual across the 
life span". 
Traumatic Stress : 
There are certain traumatic stresses which are 
experienced by individuals in various conditions or situations. 
An individual's experience of traumatic stress is a reaction to 
certain life conditions. Some of the traumatic stress like 
violent crimes, death of a close one and atrocities are not 
flexible in nature, for once they have become of an individuals 
behaviour, they do not easily disappear or change into some 
other forms. Generally speaking, traumatic stress is 
unfavourable to the growth and development. 
Although traumatic stress is not a clearly defined area it 
has tended to include stressful events and circumstances that 
are both extreme and outside the realm of everyday 
experiences. Stressors are best seen as a live on a continuum 
ranging from minor or every day stressors to major stressors. 
Extreme stressors are those events and circumstances that 
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because of their objective nature place massive demands on 
individual's abilities to maintain psychological wellness 
behavioural and cognitive functioning and physical integrity 
(American Psychiatric Association, 1987, 1994). 
Individuals are unlikely to be confronted with traumatic 
stress or any given day. However, traumatic stressors occur 
more than one might think violent crimes (sexual assault and 
physical assault), being held captive (arrest), killing of 
civilians are the frequent sources of traumatic stress in Jammu 
and Kashmir. In addition to the direct victims of these events, 
emergency service workers such as people, fire fighters, and 
emergency medical terms are repeatedly exposed to accidents, 
killings, bomb blasts, grenade attacks, mine blasts, suicide 
squads. Individuals who are exposed to such type of traumatic 
events witness the horrible realities and live with the 
memories that accompany and follow these events. 
Trauma has a far wider context and consequences on the 
individual and society. An individual's trauma involves a 
number of significant factors which can be considered as 
multidimensional and integrative in the context of social 
system. Among these are physical, intra-psychic, the inter-
personal, familial, social, communal, the educational-
professional, professional and the material, economical, and 
international. These systems coexist dynamically along the 
time dimension to create continuous conception of life from 
past through present to the future. Ideally the individual 
should simultaneously have free psychological access to the 
movement within all these dimensions. 
In Kashmir, victimization leads to traumatic events and 
ruptures in the lives of people of Kashmir. Society has 
changed with the time duration, extent, and meaning of the 
trauma for its victims and survivors; and the coping strategies 
they have used to adopt to it all depends upon the degree of 
victimization and rupture, the disorganization and severity of 
the choice of intervention. Tracing the history of multiple 
trauma along the time dimension at different stages of 
development reveals that in the case of traumatized people of 
Kashmir time does not heal but rather signifies the response 
to further trauma. 
Victims of traumatic stress live in specific surroundings 
or situations in specifying societies, the characteristics of 
specific circumstances in Kashmir determine the intensity and 
severity of the consequences of extreme life events such as 
terrorism and violence. The occurrence of traumatic events 
occur due to diverse situation such as political repression and 
military atrocities which create intense feelings of alienation, 
hopelessness and despair among people of Kashmir. 
Trauma : Historical Antecedents and Conceptual Issues 
/ Since the introduction of post-traumatic disorder in 1980 
by the third edition of Diagnostic and Statistical Manual of 
Mental Disorders (DSM-III, American Psychiatric 
Association, 1980), trauma has become a very popular concept 
for studying in various disciplines such as psychology, 
psychiatry and the social sciences. In recent years it is gaining 
popularity and is growing rapidly. The inclusion of this 
diagnostic concept in psychiatric and psychological 
nomenclature has played a central role in focussing society's 
concern on the impact of Irauma. Previously, there was a 
tendency to under estimate the role of trauma and to use 
individual vulnerability as the reason for people's suffering. 
This meant that the victims suffering was dismissed and 
stigmatized. However, careful examination of the literature 
suggests the traumatic events do not have a uniquely powerful 
relationship to the onset of subsequent sympto-matology. 
At the end of the 19th century, Hermann Oppenheim 
introduced the concept of traumatic neurosis. Pierre Janet, 
Joseph Breur, and Sigmund Freud examined the traumatic 
nature of the disturbance of hysteria. The term trauma become 
established in the scientific vocabulary, but gradually, the 
interest in phenomena related to the impact of violence, abuse 
and other extreme events moved to the background. 
Nevertheless, it appeared again in literature, after world war 1 
and II and after other draumatic catastrophes and calamities. 
The current concern developed as a result of the aftermath of 
the interference of the United States in Vietnam, the 
increasing attention of victims of urban violence and the need 
to help absurd women and children. This interest has acquired 
a central place in the scientific study of trauma and researches 
have focused on events, situations and circumstances. 
There are number of problems of serious life conditions 
that seem to be associated with trauma they are : 'individual 
with powerlessness', 'disruption', and 'death as an act of 
violence', 'natural disasters', combat', 'human rights 
violations', and 'the sudden loss of loved ones' . The origin of 
individual problems is formed in an external factor, something 
outside the person. Currently, clinicians and researchers have 
shifted from the traditional approach i.e. studies based on 
personality and other interpersonal factors to something 
outside the person. 
There has been a substantial and growing interest in the 
topic of traumatic stress over the past century. A variety of 
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military and civilian sources of trauma have been s,tudied. The 
impact of war conditions upon civilian - concentration camp 
survivors, relatives of combatants, civilians living in war torn 
regions was studied (Hobfoll London, 1986). Violent crime 
(e.g., sexual assault, physical assault) has also become a major 
area of inquiry, Kilpatrick, Best, Veronen, Amick, 
Villeponteaux, Ruff, 1985, Kilpatrick & Resnick, 1993). A 
recent review of the research focused on traumatic events such 
as natural disasters (Freedy, Kilpatrick & Resnick, 1993; 
Gibbs, 1989; Rubonis & Bickman 1991), accidental injury 
(Kuch, Swinson, & Kirby, 1985; Scotti, Beach, Northrop, 
Rode & Forisyth, 1995), refugee status (Burkle, 1983; 
Eisenbruch, 1991; Kinzie, 1989; Kinzie, Sach, Angell, Clark & 
Ben, 1989). This review noted a gradual, but steady, upward 
trend in the number of article published on the subject. Their 
findings indicate that theoretical and empirical work regarding 
traumatic stress stemming from either war or violent crime 
(e.g. sexual abuse or rape) were most common. 
STRESS : Meaning, concept and definitions 
The word stress is probably derived from the Latin word 
Stringere (Strictus) which means to draw light. It was used in 
older French (Estrece) and appeared as "stress", "straisse" in 
middle English. The term stress means hardship or adversity 
which was found as early as in the 14''^  century (Lazarus, 
1993). Coffer and Appley (1964) advocates that the term stress 
"has all but pre-emptied a field previously shared by a number 
of other concepts (p. 441)" which include conflict, frustration, 
anxiety and so forth. However, Hooke's analysis in the 17'^ 
century greatly influenced early 20'^ century models of stress 
in physiology, sociology and psychology (Cf.Lazarus, 1993, p. 
1). 
Wright (1995) stated that the social and psychological 
problems of modern society are due to the fact that society 
requires people to live under conditions which are different 
from those under which the human race evolved. The intensity 
of stress depends much on the importance of individual 
involvement of his assessment of the consequences of his 
inability to respond effectively to the situation. 
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Different definitions of stress have been proposed by the 
researchers in the field. The most basic element of a stress 
definition involves the specification of a class or classes of 
response which will be taken as evidence that the organism is 
under stress. Weitz (1966) feels that stress is a stimulus 
variable, while Appley and Trumbull (1967) have taken the 
position that "stress is probably best conceived as a state of 
the total organism under extenuating circumstances rather than 
as an event in the environment" (p. 11). There are situation 
based definitions of stress which involve the presence of 
certain classes of situations, or situations involving certain 
classes of stimulus properties. Others suggest that there is a 
particular kind of reaction of an organism to environmental 
events. A transactional definition states that stress-strain 
effect is a relationship between an entity and its environment. 
According to Kahn (1970), stress problem involves 
atleast four stages. The first of these takes place in the 
environment - the physical and social system in which the 
focal organism is embedded. This class of events can be called 
demand (or stressor or load). Second, there is the reception 
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(recognition, perception, cognitive appraisal, acceptance) of 
that objective demand by the focal organism. This class of 
events can be labelled 'subjective demand'. Third, there is the 
focal organism's response(s) to the subjective demand at 
physiological, psychological, behavioural and social 
interactive levels. Forth, there are the consequences of 
response, both for the focal, organism and for the larger 
system or environment in which it is embedded. 
Parsons (1966) described stress as a very broad term 
covering a considerable variety of conditions underlying 
avoidance and escape responding. This view has the advantage 
of requiring that a condition labelled 'stressful' should be 
capable of demonstratively investigating avoidance and/or 
escape responses. 
I In recent years, attention is being paid to life events 
which may not be very detrimental for the growth of society 
but can play a havoc in the life of person affected. For 
instance, destruction of one's house in fire, death of someone 
in the family, difficulties in job, marriage and various other 
threats or conflicts that many people face in their daily lives. 
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Some of such events under certain conditions can act as 
powerful stressors that affect people's lives directly or 
indirectly. 
Every individual faces certain Stressful Life Events in 
his/her life which can have a significant effect on him/her. 
Stressful Life Events are those whose advent is either 
indicative of or requires a significant change in the ongoing 
life patterns of the individual. Klein, and Lindewan (1961) 
developed three categories of potentially stressful situations 
which add to an understanding of stress. Firstly, there are 
those situations which involve the loss or threatened loss of a 
significant relationship. Secondly, there are those situations 
which involve the introduction of one or more new individuals 
into the social orbit. Thirdly, there are those situations which 
involve transitions in social status and role relationship as a 
consequence of such factors as (i) maturation, (ii) achievement 
of a new social role, or (iii) horizontal or vertical mobility 
(Cf. Lazarus, 1993). 
The loss of significant object, be it a close relative, a 
marriage relationship, a valued possession, wealth or position. 
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is an extremely stressful experience that occurs in everyone's 
lifetime, and on a number of occasions. All changes in life-
leaving school, changing jobs, or moving to another 
neighbourhood - may entail some bereavement concerning 
what is left behind these changes usually produce little stress, 
since they are planned in advance, time is available to prepare 
for the losses and the experience of change may be positive. 
However, the loss of one's parents, a husband, a wife, or a 
refugee's loss of his homeland is usually the loss of a valued 
relationship which the individual can not prepare for ahead of 
time and what is lost can never be completely replaced. The 
stress in these cases can be severe. 
Grief associated with stressful experiences consists of or 
has different stages (e.g. Bowlby, 1960; Parkes, 1972; Siggins, 
1967). These are shock, denial, depression, guilt, anxiety, 
aggression, and reintegration. 
Stressors may be primary or secondary, primary stressors 
are those which are likely to occur first in people's 
experience. Any event which is not desired and can 
disorganize one's life pattern, such as the untimely death of 
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loved one, involuntary job loss, or injury. Some events can 
repeat themselves and can prove to be stressful, for instance, 
those experienced in marriage or occupation. In contrast, 
secondary stressors come about as a consequence of primary 
stressors. They are capable of producing even more intense 
stress than those we consider to be primary. Yet another 
categorization of stresses can be in terms of social stresses 
which can be studied in terms of life events on one hand and 
chronic strains on the other. Some events can create havoc in 
the life of persons who experience them, e.g. victims of earth-
quake. Such events can affect the economic and social 
circumstances of an individual. On the other hand, the latter 
refers to the conflicts or problems which an individual faces in 
his or her daily life. For instance, difficulties in marriage, 
problems with children, poverty and so on. 
The role of Stressful Life Events in the causation of 
various diseases has been a growing field of research for more 
than three decades. Irrespective of the disease almost every 
disease is stress related disorder. A large number of studies 
exists which indicate a positive relationship between Stressful 
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Life Events and subsequent illness. In the case of the present 
study it is assumed that Stressful Life Events will be 
predisposing and or precipitating factors for the development 
of Illness Behaviour among Kashmiri students. 
Indian studies on life stresses covering a wide cross 
section of the population such as working/non working, 
married/unmarried women, students and adults and patients 
suffering from fatal diseases, psychoneurotic disorders, 
psychotic disorders, etc. Life stress studies are very few 
particularly to the population who is experiencing trauma for 
more than a decade. The present study is conducted on the 
students of Kashmir. 
Illness Behaviour : 
Mechanic (1962) introduced the concept of Illness 
Behaviour to refer to the ways in which symptoms may be 
differentially perceived, evaluated and acted (or not acted) 
upon by different kinds of persons. Following this concept 
Pilowsky (1969) has proposed that a number of psychiatric 
syndromes (such as hypochondriasis, conversion reaction. 
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neursthenia, malingering, etc.) may be viewed as forms of 
abnormal behaviour. 
Kasl and Cobb (1966) defined Illness Behaviour aimed at 
seeking treatment (e.g. consulting a Doctor), and sick role 
behaviour as activity aimed at recovery (e.g. taking the 
medication). Health behaviour was defined in relation to 
action taken to maintain health and prevalent ill health. 
Mechanic (1978) defined Illness Behaviour more broadly in 
relation to the perception and evaluation of symptoms, and 
action taken (or not) when experiencing ill health. How people 
perceive and react to illness depends on their perception of 
deviance from a standard of normality, which is established by 
their every day experiences (Saunders, 1954). 
Numerous early classic structured surveys and 
qualitative accounts documented how the amount of morbidity 
reported to doctors represented just the tip of the clinical 
iceberg of disease in community (e.g. Koos, 1954; Wadsworth 
et al. 1971; Dunnel and Cartwright, 1972). It inspired 
subsequent research on why people do or do not consult 
doctors over health problems. 
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Mechanic (1982) defines Illness Behaviour as the manner 
in which persons monitor their bodies, define or interpret their 
symptoms, take remedial action and utilize the health care 
system. 
The study of Illness Behaviour recognizes the fact that 
even in societies with highly evolved systems of health care, 
the overwhelming majority of symptoms experienced by the 
people are not presented for psychological evaluation, the 
Illness Behaviour which is developed due to socio cultural 
changes influence from social and political networks changes 
attitudes and perceptions of the people. The Illness Behaviour 
has been noted over a decade in significant number of people 
of Kashmir. 
From a psychological point of view the recognition of 
the extent of Illness Behaviour represents a problem which is 
related to the experience of discomfort and irrational 
behaviour of people. The widespread frustation with 
inappropriate behaviour of Kashmiri people has concentrated 
on unravelling the complexities of variations in Illness 
Behaviour. 
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Because of social and political problems prevailing in 
the state there is a vast and growing need of studying Illness 
Behaviour of Kashmiri students as a special group within the 
field of health psychology. The young people seem to behave 
in rather irrational and obstinate fashion, so that their Illness 
Behaviour which is relatively impaired or poorly adjusted to 
their problem is worth proving undoubtedly, many young 
people do present to clinicians in distressing states of trauma. 
In Kashmir, there does seem to be a greater insecurity and 
environmental stress in the system of functioning of the young 
people and a greater likelihood of the emergence of what is 
sometimes described as "the social breakdown syndrome." 
The purpose of the present study is to examine the 
pattern of Illness Behaviours in the Kashmiri male and female 
students and to consider whether the socio-cultural conditions 
of Kashmir, in fact, affected the Kashmiri students studying in 
A.M.U., Aligarh. 
Social and Structural Influence on Illness Behaviour : 
There are two main approaches to the study of Illness 
Behaviour in the literature : First, those which focus on social 
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and structural influences (e.g. social class, age, gender) on the 
decision people make about health and illness; second those 
which concentrate on the psychological characteristics of 
people, their learned coping responses and skills, and triggers 
to action. Such a distinction is often blurred, and the models 
overlap, although the difference in emphasis within the models 
tend to lead to competing rather than complementary, 
explanations. 
Medical sociology has focused on illness and health 
behaviour, and the influence of socio-demographic variables 
(e.g. age, sex, ethnicity, income, level of education, socio-
economic group, people's network of social relationships and 
their support and referral functions). Research is based on 
both quantitative and qualitative methods. 
Numerous quantitative surveys in Europe and North 
America have shown that women report more illness and have 
higher rates of consultations than men. However, men have 
higher mortality patterns than women in every age group. 
Theories of Illness Behaviour postulate that it is culturally 
more acceptable for women to admit to feeling ill, to report 
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distress and to seek help (Nathanson 1975, 1977). There are 
several feminist critiques of the conventional interpretation of 
higher morbidity and consultation rates among women, as well 
as medical accounts of the biological weaknesses and 
dependence of women and of the inclination of doctors to treat 
problems presented by women less seriously than those 
presented by men (See Jones, 1994). 
Because of the evidence that health varies according to 
socio-economic status, and people in the lower social classes 
are most at risk of ill health, but least likely to use preventive 
services and adopt healthier lifestyles, theory and research 
have focused on socio-economic factors. One theory employed 
by the sociologists is the culture of poverty explanation (See 
Rundall & Wheeler, 1979). According to this theory, 
communities that experience poverty and low status develop a 
response based on powerlessness, passivity and fatalism, and 
health is a low priority in the face of other life problems 
related to poverty (McKinlay & McKinlay, 1972). 
The concept suggests that poorer people do not have a 
positive image of society's organisations, including 
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professional services, owing to their relative powerlessness 
within the social system; they develop a mistrust of modern 
medicine, and are therefore, more reluctant than other social 
groups to use health and preventive services in relation to the 
volume that they need. They are also less knowledgeable than 
middle class patients about how to gain access to services and 
to communicate effectively with doctors (Bockner, 1983). 
Such groups accept low levels of health and their culture is 
incompatible with a future-oriented, preventive view of health. 
The social and cultural, distance between doctors and patients 
in lower socio-economic groups reinforces this reluctance 
(Friedson, 1970). Poorer people are also more likely to have to 
continue functioning, rather than rest, due to loss of income. If 
they take time off work. However, changes in the economy 
have blurred the distinctions between social groups (Parkin, 
1979), making such theories over-simplistic. 
Another main theory is the cost-benefit approach (Le 
Grand, 1982). This stresses the different costs and benefits 
involved in the use of services, as perceived by people from 
different social backgrounds. One such cost is time. For 
22 
example, those on lower incomes are more likely to be 
dependent on public transport and have further to travel to 
health care facilities; they are more likely to be in manual 
occupations where they loss wages for time taken off work, 
and thus they incur greater costs than middle class people, 
which acts as a distinctive to consultation. This theory was 
favoured by the Black Report on inequalities in health in 
Britain (Townsend & Davidson, 1982). 
A predictive model of health seeking was developed by 
Anderson et al. (1975) based on the predisposing (e.g. socio-
demographic variables, attitudes, and beliefs), enabling (e.g. 
income in relations to private health services, availability of, 
and access to services) and need components that are said to 
influence a person's decision to use services. Most research 
has reported that the need component of the model (e.g. 
perception of symptom severity) has the most predictive 
power. However, as Cockerham (1995) has pointed out, this is 
a predictive model, rather than one which develops an 
understanding of the actual processes of why behaviours 
occur. 
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Psychological Influence on Illness Behaviour : 
The deicsion to seek professional help in the face of 
illness is the result of a complex series of psychological and 
social processes, depending on the person's values, models of 
health behaviour and culture. Mechanic's (1978) model lists 
ten heterogenous variables which, he hypothesised, affected 
the response to illness, based on the theory that Illness 
Behaviour is a culturally learned response. The variables are: 
visibility, recognisability or perceptual salience of symptoms; 
the perceived seriousness of symptoms; the extent to which 
symptoms disrupt family, work and social activities; the 
frequency of the appearance, or recurrence of symptoms, and 
their persistence; the tolerance threshold of those exposed to 
symptoms and who evaluate them available information, 
knowledge and cultural assumptions and understanding of the 
evaluator; perceptual needs which lead to autistic 
psychological processes (e.g. denial); needs competing with 
the response to illness; competing interpretations of the 
symptoms availability of and physical proximity to, treatment, 
and the psychological and financial costs of taking action. 
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While health may be a social goal felt in common by all 
groups, the salience of health to individuals need to be 
assessed relative to other goals, depending on their values and 
beliefs. The place of health in a person's value system may be 
reflected in his or her definitions of health or illness, although 
these are often complex (see early research by Koos 1954 and 
Herzlich 1973 for insightful example). They inevitably vary 
according to culture (i.e. a set of beliefs and behaviour shared 
by a specific group). There are many examples from 
qualitative interview and quantitative survey research in 
anthropology, psychology and sociology which illustrate 
cultural variations in relation to definitions, perceptions and 
actions towards health and illness (Zborowski, 1952; Zola, 
1966; Wolff & Langley, 1977). 
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Objectives : 
The main objectives of the present study are : 
1. To identify Traumatic Experiences perceived by the 
Kashmiri male and female students. 
2. To determine hierarchy of Stressful Life Events of 
Kashmiri male and female students. 
3. To examine the difference between male and female 
Kashmiri students studying in Anantnag (Kashmir) and 
Aligarh Muslim University, Aligarh on Traumatic 
Experiences. 
4. To examine the difference between male and female 
Kashmiri students studying in Anantnag (Kashmir) and 
Aligarh Muslim University, Aligarh on Stressful Life 
Events. 
5. To examine difference between male and female students 
studying in Anantnag (Kashmir) on Illness Behaviour. 
6. To examine difference between male and female 
Kashmiri students studying in Aligarh Muslim 
University, Aligarh on Illness Behaviour. 




This chapter presents an overview of recent studies in 
the field of stress. The investigator classified studies in 
several areas namely, effects of trauma. Stressful Life Events 
and stress/trauma and coping. 
Effects of Trauma 
This section reviews the current literature on the nature 
of traumas is people and their short term and long term 
effects. The age, developmental level, family and sociocultural 
factors are the important mediators of trauma on people. 
Recent research has shifted the focus from psychopathology to 
long term effects on psychosocial and cognitive development 
of traumatized individuals. 
Vander and Herron (1994) Trauma and the development 
of border line personality disorder. Vander Kolk (1997) 
advocated that prolonged and severe trauma, particularly 
trauma that occurs early in the life cycle, tends to result in a 
chronic inability to modulate emotions. When this occurs, 
people can mobalize a range of behaviours that are best 
understood as attempts at self-soothing. Some of these 
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attempts include clinging and indiscriminate relationships with 
others in which old traumas are re-enacted over time, as well 
as more self-directed behaviours such as self-mutilation, 
eating disorders, and substance abuse. Usually, these 
behaviours will coexist. Patients with complicated trauma 
histories often repetitively attempts suicide or engage in 
chronic self-destructive behaviour and need to address issues 
of childhood trauma, neglect, and abandonment, both in the 
past and as re-experienced in current relationships. When 
treating these patients, therapists must anticipate that painful 
affects related to interpersonal safety, anger, and emotional 
needs may give rise to dissociative episodes, which may, in 
turn, be accompanied by increased self-destructive behaviour. 
The therapist must clarify how current stresses are 
experienced as a return of past traumas and how small 
disruptions in present relationships are seen as a repetition of 
prior abandonment. As part of this, it is essential that the 
therapist provide validation and support, and avoid 
participating in a re-enactment of the trauma. Fear needs to be 
tamed in order for people to be able to think and be conscious 
of current needs. This bodily response of fear can be mitigated 
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by safety of attachments, security of meaning schemes, and by 
a body whose reactions to environmental stress can be 
predicted and controlled. One of the great mysteries of 
processing of Traumatic Experience is that as long as the 
trauma is experienced as speechless terror, the body continues 
to keep score and react to conditioned stimuli as a return of 
the trauma. When the mind is able to create symbolic 
representations of these past experiences, however, there often 
seems to be a taming of terror, a desomatization of experience. 
As Ducey and Vander Kolk found in the Rorschachs of 
Vietnam veterans, patients were unresponsive to outside 
influences (good or bad) as long as they remained in a state of 
psychic numbing. Faced with intrusions of past trauma in their 
current emotional life, patients' initial sense of being 
overwhelmed was mastered only when a link between past 
trauma and current perceptions became understood. 
Witzum and Dolberg (1996) Traumatic war experiences 
affect outcome in a case of Tourette's syndrome advocates that 
stress has been associated with the course of Tourette's 
syndrome (TS). The case report presented aims to emphasize 
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the effect of severe Traumatic Experience has on the 
expression of TS. Results follows an intense Traumatic 
Experience, combat related, a relatively mild case of TS 
became interactable. Conclusion: The combination of both of 
these severe. Sometimes refractory disorder is rare and poses a 
therapeutic challenge. 
Kochijam and Matijevic (1996) Psychological conditions 
hormone levels in war trauma. Psychological and hormonal 
responses to various degrees of war related Traumatic 
Experience were analysed in 91 subjects (Kocijam-Hereijonja, 
1996). Their psychological responses (psychosomatic, 
personality traits, etc.) were evaluated by the COR-NEXZ test. 
Based on test results, the subjects were classified into three 
groups: Gi = normal, Gi = moderate, and G3 = severe 
response. The distribution of subjects in the three groups was 
related to the intensity and duration of stress that they had 
been exposed to. Serum levels of Cortisol, prolactin, beta-
endorphin, thyearsoxin and triiodothyearsonine were analysed 
in all subjects. The levels of Cortisol and prolactin were 
significantly decreased in subjects expressing a severe 
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psychological responses, while the level of prolactin 
correlated with COR-NEXZ test scores. Although relations to 
other intervening variables are to be investigated, our results 
indicated that endocrine changes, following trauma, were not 
random, but rather related to stress-induced psychological 
responses, and not to trauma per se. 
Lussier and Hamsen (1997) Prevlence of dissociative 
disorders in an acute care day hospital population. 
To estimate the prevalence of dissociative disorders in a 
day hospital and examine their relation to Traumatic 
Experiences, the authors Lussier, Steiner, Grey and Hamsen 
(1997) evaluated 70 of 229 patients consecutively admitted to 
an acute care day hospital. They used the ministructured 
clinical interview for DSM-III-R dissociative disorders and 
the Traumatic Experience Questionnaire. Six of the 70 patients 
(9 percent) received a definite diagnosis of dissociative 
disorders. Five of the six patients reported a childhood history 
of sexual or physical abuse. The results show that dissociative 
disorders are not rare among general psychiatric patients in ,a 
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day hospital setting and are associated with histories of 
childhood trauma. 
Weine and McGlashan (1997) Childhood trauma histories 
in adolescent inpatients. Weine et al. (1997) describe the 
prevalence of childhood Traumatic Experiences among 
adolescent inpatients. A Childhood Trauma Chart Review 
Scale (CTCRS) was developed to assess Traumatic 
Experiences during childhood and adolescence. The CTCRS 
was reliably applied to the medical records of 75 adolescent 
inpatient who had been given structured clinical interviews for 
DSM-III-R diagnoses at the time of admission. Most subjects 
(81%) had experienced at least one traumatic event during 
childhood, with loss of care- giver being the most frequent 
type of Traumatic Experience. Many subjects had multiple 
types of Traumatic Experience, during both early and late 
childhood. A history of childhood trauma was associated with 
greater functional impairment and higher likelihood of having 
a personality disorder, but with no difference in Axis I 
diagnoses. 
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/ H a r d e n (1997) Studied pseudoseizures and dissociative 
disorders: a common mechanism involving Traumatic 
Experiences among patients with psychogenic non-epileptic 
seizures (pseudoseizures) have been diagnosed as having 
conversion disorder or dissociative disorder/ Pseudoseizures 
patients frequently report a history of physical and sexual 
abuse, and Traumatic Experience is considered part of the 
mechanism for producing dissociation. Pseudoseizures may be 
a manifestation of dissociative disorder, especially when a 
history of sexual or physical abuse is documented. A common 
mechanism involving Traumatic Experiences may be present 
in both pseudoseizures and dissociative disorders. A complete 
neurodiagnostic evaluation along with a awareness of this 
relationship is needed to provide appropriate care for patient 
population. 
Jukic and Dezan (1997) Psychological difficulties in 
former prisoners of detention camps. Considered that the war 
imprisonment is a Traumatic Experience which is generally 
considered to have a potential to cause various physical 
difficulties, in particular the post-traumatic stress disorder 
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(PTSD). During the aggression on crotia, several towns and of 
crotian soldiers and civilians were held in Serbian detection 
camps where they were torched to extent of extreme stress. In 
this paper, the authors reached psychical effects of stress in 
former war-prisoners. Examinees were observed in three 
separate groups. The first group was formed of all former 
prisoners of war (a total of 1458) that went through several 
medical examinations, including psychiatric one, after their 
release from detention camps. Examinations were performed at 
the university clinic for infection disease. "Dr. 
Franmihaljevie" in Zagreb in period from November 1991 to 
September 1992. The second group consisted of 82 former 
prisoners randomly chosen from a total of 735 prisoners 
released from the "Sremska Mitrovica" camp in August 1992. 
The third group contained 37 prisoners from "Manjaca" camp 
out of 100 invited to the control examination 6 months after 
their release. A classic psyciatric diagnostic interview was 
performed in all of the examinees immediately after their 
release, and in the 2"'' and the 3''' group the modified Watson's 
PTSD questionnaire was also used in the 2nd group, prisoners 
were questioned immediately after they were released. Using 
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classical psychiatric interview, a specific psychiatric diagnosis 
could have been established in 20% cases. Psychiatric 
symptoms were observed in 36% of former "Manjaca" camp 
prisoners. 
Watson's questionnaire, a PTSD diagnosis was 
established in 85.7%) (70 out of 82) prisoners of the 2nd group, 
and in 27% of the 3rd investigated group of prisoners. Former 
prisoners examined after release (the 2nd group) showed 
significantly higher prevalence of PTSD symptoms. All PTSD 
symptoms were found in more than 50% cases of the 2nd 
group, while in the 3rd group none of the symptoms were 
fpund in more than half of the examinees. Results are 
discussed and one among the direct conclusions is that former 
prisoners of war, expecting their problems to disappear 
spontaneously, are willing to seek for psychiatric help. 
Eison and Lyons (1998) contribution of emotionally 
traumatic events and inheritance to the report of current 
physical health problems in 4042 Vietnam era veteran twin 
pairs. The contribution of psychological trauma (exposure to 
combat during the Vietnam war), genetic factors, childhood 
35 
experiences shared by twin siblings, and unmeasured 
experiences not shared by twin siblings, to the reporting of 
current physical health problems a mean of 19 year after 
military service. 
In 1987, a national sample of 2224 monozygotic and 
1818 dizygotic male veteran members of the Vietnam era twin 
registry participated in a survey of health. Genetic modeling 
was performed on cross sectional physical health and combat 
exposure data derived from registry twins. 
Combat experiences explained a small proportion (0.7-
8.4%) of the variance in the report of hypertension, respiratory 
conditions, persistent skin conditions, gastrointenstinal 
disorders, joint disorders, and rearing problems. Childhood 
experiences shared by siblings are not clearly related to any 
health problems studied. By contrast, genetic factors explain 
31 to 54% and noncombat experiences not shared by siblings 
explain 45 to 66% of the variance in current physical health 
status. 
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Daugherty (1998) Childhood trauma and current anxiety 
among college men. Conducted an examination of the 
prevalence and effects of childhood trauma among college 
freshman, as expected, the majority of 515 youth reported at 
least one Traumatic Experience in childhood. When fear of 
death or serious injury accompanies a traumatic event, post-
traumatic symptoms may be more likely. As hypothesized 
scores on the reaction index by frederick were elevated for 
subjects who reported trauma with concurrent fear. The 
combination of trauma and fear was also associated with 
elevated scores on trait anxiety. While most adolescents do not 
develop mental illness following single traumatic events, 
many may be made more vulnerable to the psychogenic effects 
of future trauma. 
The findings of study-I revealed a high consensus in the 
mean ratings and rankings of life events of different subgroups 
male, female, age below 25 years, 25 years and above, 
students/non-students, and Hindu/Non Hindu. The correlations 
ranged from 0.93 to 0.97. The average LCUs for each event 
were calculated and events were ordered accordingly. For 
37 
example, death of spouse required LCUs of 82, the highest in 
the list, whereas change in temple activities required the least 
LCUs, i.e., 21. These findings were compared with those of 
the American study and a high degree of similarity in the mean 
ratings and rankings was observed. The correlation was 0.91, 
which was calculated on the basis of the events common to 
both the studies. 
Stressful Life Events : 
Uma (1981) studied psychological symptoms of Stressful 
Life Events in the case of 95 middle aged women. In her 
study, she included three sets of variables: (a) physical 
variables such as health status and menopausal status, (b) 
social variables such as family constellation and social 
activities, and (c) psychological variables such as life stress 
and life satisfaction. The General Health Questionnaire was 
used to assess psychological symptoms whereas a specially 
designed information schedule was administered to obtain 
information pertaining to health status, menopausal status, 
social activities and family constellation. Life stress and life 
satisfaction were measured by the social readjustment scale 
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and the life satisfaction index respectively. The findings of the 
study revealed that women with and without psychological 
symptoms did not differ significantly in the number of 
Stressful Life Events. 
Shajwai and Ram (1983) studied the effect of sex 
differences in the perception of Stressful Life Events. A 
sample of 69 male and 54 female subjects were asked to rate 
selected life events. Threat to personal attachment was the 
underlying theme of these events. It was found that there is no 
sex difference in the perceived stress (readjustment) related to 
events threatening personal attachment and the only exception 
was the case of 'broken heart'. Males report significantly 
higher readjustment than females for this event. 
In another study, Shajwai (1984a) asked 113 college 
students (between 16 to 22 years of age) to write about their 
own stressful life experiences and the ones they had observed 
others experiencing. The analysis revealed that 52 per cent of 
the students reported stress experiences related to conflicts at 
home and with friends. Death of close ones was reported to be 
stressful by 47 per cent while 23 per cent experienced stress 
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regain...^ vurricular activities, 18 per cent experienced stress 
in relation to changes in financial status while 11 per cent 
--•nerienced stress in relation to plans for the future. 
Investigating the impact of life stress on mental health, 
Kumar and Prakash (1986) observed a trend for life events to 
increase with age regardless of the sex of the subject and for 
younger age groups to experience more psychological distress. 
For the purpose of this study, they selected a non-clinical 
sample of 255 subjects comparing 126 males and 129 females. 
A battery of instruments - information schedule. General 
Health Questionnaire (Goldberg and Hillier, 1979) and life 
event list (Saxena et al., 1983) was used to collect data. The 
results revealed that the various age groups significantly 
differed in terms of the number of life events experienced. 
Second, female subjects experienced more life stress than male 
subjects. A significant negative correlation of -.243 was found 
between life events score and general health score indicating a 
negative relationship between life stress and mental health. 
Ram and Shejwal (1982) in their study of state-trait anxiety 
and personal belief in the case of 40 male accident subjects 
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observed that both state and trait anxiety were significantly 
associated with personal beliefs. A multiple correlation of .61 
was obtained between state anxiety on the one hand, and 
personal beliefs and trait anxiety on the other hand. 
In another study conducted by Khanna (1986), life stress, 
anxiety and depression, with dogmatism and religiosity as 
moderators in working, non-working, married and unmarried, 
Hindu and Sikh women were studied. A set of instruments was 
administered to 406 respondents to elicit information 
pertaining to anxiety, depression, life stress, religiosity and 
dogmatism. The analysis of the data revealed that (a) working 
married Hindu women were significant by high on anxiety, 
depression, religiosity and dogmatism, (b) religiosity and 
dogmatism were reported to variously moderate the 
relationship between the life stress, depression and anxiety in 
the case of non-working, married, unmarried, Hindu and Sikh 
women. These were not found to have a moderating effect for 
working women. The author guessed, however, that work itself 
seems to have a moderating effect on life stress. 
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Another study related to Stressful Life Events was 
conducted by Shenoy (1987). This study dealt with the 
stressfulness of daily roles, personality and mental health of 
135 women. Three categories of women - married and 
working, married and non-working, and unmarried, but 
working constituted the sample population. Three 
psychometric instruments were administered to obtain data. 
The role strain scale was used to obtain information pertaining 
to household, marital and occupational role stress; the Self-
Report Questionnaire was used to elicit information related to 
mental health/psychological distress, and the EPI 
Questionnaire was used to assess personality-neuroticism and 
extraversion- intraversion. 
The analysis of the data revealed a positive and 
significant relationship between role stress and psychological 
distress. However, three were no significant differences in the 
scores on occupational and household stress of married and 
unmarried working women. Marital stress was higher and 
significant among housewives as compared to working women. 
Neuroticism scores were reported to be related to household. 
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occupational and marital strain whereas introversion was 
associated with household and marital stress only. On the 
basis of these findings, the author concluded that married 
working women were significantly less distressed than 
housewives in spite of experiencing occupational stress. 
Agrawal and Naidu (1988) conducted a study on the 
impact of desirable and undesirable events on health. The 
scale of stressful experiences of students and a strain measure 
were administered to 100 students. They endorsed the events 
they had experienced in the previous one year and rated them 
for the amount of distress and change involved. The item on 
the scale were divided into desirable, undesirable, and 
ambiguous categories. 
The correlation for undesirable was higher than those for 
desirable and ambiguous events. It was also observed that 
distress was a more sensitive measure of stressfulness in 
comparison to change. Regression analysis revealed that 
undesirable events alone were significant predictors of strain. 
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Sharma and Sood (1990) Compared examination stress 
either in terms of test anxiety or in terms of its worry and 
emotionality components in 3,822 male and 3,857 female high 
school students from 4 Asian (Indian, Jordanian, Chinese and 
Korean) and 5 Euro-American (Hungarian, Turkish, Italian, 
German and American) cultures. Comparisons were made on 
the basis of data reported in studies using the Test Anxiety 
Inventory. There were differences with respect to the levels of 
patterns of test anxiety in terms of its worry and emotionality 
components not only within Asian or Euro-American cultures 
but also among Asian and Euro-American cultures. Females 
reported higher test anxiety, worry and emotionality than their 
male counterparts. Greater role expectation conflict in females 
was a major factor. 
Fornill and Morgaret (1990) studied 206 1st year 
students from 2 tertiary colleges reported their sleep patterns 
and Stressful Life Events associated with transition to tertiary 
studies. They completed the Brief Symptom Inventory (BSI), 
which assesses psychological symptoms. Of these, 80 subjects 
were tested both at mid-year and again at the end of the 
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academic year. 42% of 183 Ss reported that they suffered 
frequent sleep disturbances such as difficulty in failing asleep 
and walking during the night. The report of sleep disturbance 
was strongly associated with stressful life experiences and 
endorsement of the BSl psychological symptom scales. Self 
report on sleep disturbance may than provide a ready 
identification of students who could profile from student 
services interventions. 
Brown (1991) Previous research suggests that physical 
fitness moderates the adverse effects of Stressful Life Events. 
However a reliance on self-reports of fitness and health may 
limit the validity of prior investigations. The present study 
with 110 undergraduates tested the stress-buffering effect of 
fitness with subjective and objective indicators of excuse, 
fitness, and physical well-being. For self-reports of health, 
both self-reports of exercise and objective measures of fitness 
showed the buffering effect; however, only objective fitness 
levels buffered stress when visit to a health facility were 
considered. Additional evidence indicated that this effect was 
largely independent of measure of psychological distress. 
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Leong and Vaux (1991) Administered the Multiple Affect 
Adjustment Check List, Marlowe-Crowne Social Desirability 
Scale, and a life event inventory to 163 university students. 
Data revealed a positive relationship between personal and 
interpersonal negative events (e.g., difficulty in adjusting to a 
new environment, academic failure) and anxiety and 
depression. Other categories of life events, such as physical 
illness and school events, had less of a psychological impact 
on S's mental health. The link between life events of 
psychological symptoms was not influenced by social 
desirability. 
Thomas (1991) examined the relationships between 
perceived stress, trait anger (general propensity to become 
angry), models of anger expression, and health status in 502 
female and 218 male college students. Although stress was 
significantly correlated with trait anger and all 4 modes of 
anger expression, most correlations were of low magnitude. 
College men and women did not differ in trait anger-in or 
anger out. Significant gender differences were found in only 2 
modes of anger expression discussing anger and expressing it 
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somatically (women scoring higher on both). The contribution 
of anger variables to the variance in health strains were 
negligible. 
Sek (1991) critical life events are distinguished from 
everyday stress by their specific temporal characteristics and 
profound, far-reaching effects. It is emphasized that critical 
life events may be faced as a challenge, promoting personal 
growth, but they also have to be considered as a possible risk 
factor, posing a threat to individuals mental or physical health. 
An important role in coping with critical events is played by 
social support, a moderating factor approached from a 
functional perspective. Four studies using questionnaire 
techniques examined the buffer effects, for reaching coping 
effects, and perceived effectiveness of social support in the 
critical stage of adolescence and early adulthood. Ss were 230 
graduates, a random samples of a city population and high 
school students and 50 students. The buffer effect of support 
appeared only when stress was intense, being most marked in 
cases of emotional support. 
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Piiskar and Lamb (1991) administered a life event scale, 
the money problem check list a stress questionnaire on 69 
adolescents. Analysis revealed that the most frequently listed 
life events was breaking up with a boy freind/girl friend. The 
most frequently listed problems were related to adjustment to 
school, and the most common stress situations related to 
family. The most common method of coping was self-control. 
Fanshawe and Burnett (1991) draws attention that 
instruments to measure stressors and coping mechanism in 
adolescents, little attention has been paid to issues of 
reliability and validity. A statistical methodology was 
implemented to develop scales from existing item sets. Item 
from J.P. Kohn and G.H. Frazer's (1986). Aacademic stress 
scale were combined, together with item from J.M. Patterson 
and H.I. McCubbinson (1987) Adolescent coping orientation 
for Problem Experiences, were administered to 1,699 
secondary school students (aged 12-18 years) in Australia. The 
school stressors inventory for adolescents and the coping 
inventory for adolescents were produced, with 5 and 4 
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subscales, respectively. Both have strong face and factorial 
construct validity and high to modest reliability. 
Felsten (1991) examined the effects of situation-specific 
mastery (MAS) and satisfaction (ST) with social support on 
the appraisal of a situations stressfulness by 147 male college 
students. MAS was positively correlated with the appraisal of 
desirability of the situation and accounted for 36.9% of the 
variance. Greater ST with social support was related to more 
positive appraisals by Ss with high MAS but with more 
negative appraisals by Ss with low MAS. MAS and ST with 
support also interacted to moderate the effects of the number 
of stressors experienced on total stress. For Ss who faced 
many stressors, those with low MAS experienced high stress 
regardless of their ST with support whereas those with high 
MAS experienced high stress if their ST with support was low, 
but moderately low stress. If ST with support was high. 
Cowen et al. (1991) compared judgement of 503 4th-6th 
graders, 96 9th and 11th graders and 69 college students on 
the perceived level of stress caused by certain life events. Ss 
completed a life events check list, which lists 22 stressful 
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events that children often experience. Ss then completed a 2nd 
form of the measure with the same 22 items worded personally 
(e.g. "my parents got divorced"). Higher school and college 
subjects (Ss) had to judge how upsetting they believed each 
event would be for a 10-12 year old child. College Ss judged 
the events to be significantly more stressful for 10-12 year old 
children than the children themselves did. Findings suggest 
that no single source of judgement about event stressfulness 
for children is definitive. 
Hicks and Conti (1992) Validated aroused predisposition 
scale against university students, self-rating of stress related 
physical symptoms and an item that assessed level of general 
health. The 126 high arousability Ss reported more stress 
related symptoms as rated them as having poorer general 
health than did the 123 low-arousability Ss. Results suggests 
that the Arousal Predisposition Scale may be useful instrument 
in the study of human stress. 
Epstein and Katz (1992) demonstrated (1) the importance 
of distinction between self-produced and externally produced 
stressors, (2) the usefulness of a construct of productive load. 
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and (3) stronger relations of the constructive thinking 
inventory than of the Hardiness Questionnaire with productive 
load and with mental and physical symptoms. Because a major 
path through which coping ability influences symptoms is 
negative emotions, the widely recommended practice of 
partialing self-reported negative effect out of relations among 
coping, stress, and symptoms is often in appropriate. However 
as total daily stressors (e.g. hassels) consists largely of self-
produced stressors, it is highly confounded with coping 
ability, and it is therefore, important to partial coping ability, 
out of relations between total stressors and other variables. 
Seta and Wang (1992) examined how a person feels after 
being exposed to a variety of negative events in 3 studies with 
a total of 190 female undergraduates. Ss reports of stress 
reflected an average process. Ss reported feelings more 
negative (stressed) after being exposed to 1 highly negative 
event than after 1 highly negative and 1 mildly negative event. 
The reports also reflected a summation process: Ss reported 
feeling less negative after being exposed to 1 highly negative 
and 3 or 4 mildly negative events. Implications of an 
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averaging summation (AS) model for stress and moods 
positive experiences, and attitudes and impressions are 
discussed. The type of content (effective and informational) in 
which AS processes would operate is also considered. 
Grannis (1992) examined relationship between in-school 
stressor and support events, locus of control (LOG), distress 
and achievement for 54 male and 36 female African Americans 
8th grade students. Events classified as general school 
disrupters were rated as occurring most frequently but 
appraised as least upsetting, whereas assaults and academic 
troubles were experienced less frequently but appraised as 
more upsetting. Frequency of stressor events was correlated 
with external LOG, self-reported distress, and lower grade 
point average (GPA). Girls appraised stressor events as more 
upsetting than did boys and received higher grades than boys, 
despite having comparable reading scores and the same LOG 
as boys. 
Westra and Kliper (1992) conducted two studies with 150 
university students and examined contemporary models of type 
A behaviour. In support of a self worth contigency model of 
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endorsed dysfunctional self-evaluate standards to a 
significantly greater degree than those scoring low on these 
measures. The positive association between TA and VA 
Price's (1982) set of specific TA beliefs and fears offered 
empirical support for her cognitive social learning model of 
TA study and replicated this positive association between TA 
characteristics and TA beliefs. Results also show that TAs 
preferred situations more congruent with their dysfunctional 
belief system, even when such a choice resulted in greater 
events of stress. 
Dixon and Rumford (1992) examined past research by (1) 
evaluating differing sources of stress (negative life events and 
hassels) as predictors of both hopelessness and suicide 
ideation and (2) testing for the mediating role of hopelessness. 
In study 1, 143 introductory psychology students completed 
measures of negative life events, hassles, and hopelessness, 
Hassles accounted for a unique increment in hopelessness 
scores after negative life events were controlled for 
statistically. In study 2, 250 introductory psychology students 
completed measures of negative life events, hassles 
53 
hopelessness and suicide ideation. Results of study 2 replicate 
and extend those of study 1; hassles accounted for unique 
increments in both hopelessness and suicide ideation scores 
after negative life events were controlled for statistically. In 
addition, the result of study 2 suggest that hopelessness 
mediates the relation between stress and suicidal thought. 
Mallinckrodt and Leong (1992) studied the level of 
stressors and stress symptoms in the lives of 79 male and 26 
female international graduate students. Results show that 
although all forms of graduate program support seemed to be 
significantly associated with lower levels of symptoms, 
relations with faculty members were particularly beneficial for 
men, whereas tangible support, relations with other students, 
and curriculum flexibility seemed to be most beneficial for 
women. Regarding family support, all types seemed to be 
broadly beneficial for men, whereas quality of child care had a 
strong negative correlation with Stressful Life Events for 
women, and problems in living conditions of inadequate 
financial resources were strongly related to depression for 
women. 
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Stress / Trauma and Coping : 
Groer et al. (1992) investigated developmental and 
gender influences on stress and coping in adolescents. Data 
were collected from the same 167 Ss (75 boys and 92 girls) 
during the freshman year and again during the senior year of 
high school. Life events stress was measured through the 
adolescent life change event scale, and coping strategies were 
categorized from data from a questionnaire. Girls reported 
more life events stress at both testings than boys. Life events 
stress was greater at senior testing for both girls and boys, but 
girls scores increased more. Girls reported more life events 
associated with interpersonal and family relationships. Both 
girls and boys reported coping with stress mostly through 
active distraction techniques (such as exercise). However, 
girls use of active distraction decreased over time, while 
passive distraction increased, self-destructive and aggressive 
coping behaviours increased for boys. 
Gillis (1992) examined the hypothesis that adaptive 
cognitions should serve as buffers against Stressful Life 
Events 97 undergraduates were evaluated as to (1) the levels 
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of stress they have experienced in the recent past (2) their 
current feelings of anxiety and depression, and (3) the extent 
to which they endorsed illogical, unrealistic attitudes. The 
instruments used included the Experiences Survey. Cognitions 
atleast at the functional-dysfunctional dimension, did not 
moderate the impact of life events. Rather, both attitudes and 
life stresses were strong independent variables that in additive 
fashion, provided considerable power for predicting distress. 
Soares, Prestridge and Soares (1992) administered source 
of stress scale on 207 females and 168 males graduate students 
at the beginning of their graduate study and at the end of 1 
year. It was a consistent pattern in high and low stressors 
throughout the 3 year period of the study, and differences only 
of intensity between males and females, not type of stress. 
Except for Ss temporal variations in critical events, the 
highest stressors for the group were external, primarily 
financial and time management. Internal sources, such as 
personal relationships and self-absorption, were typically the 
lowest concerns. Everyday problems arising from current life 
styles seem to be signific.^ iUzSOiM&p^ es of stress. 
f*' ^ .... \M 
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Bauwens and Hourcade (1992) interviewed 67 at risk 
elementary, 65 junior high school, an^ 65 senior high school 
students. The interview was based on sources of school stress. 
The 334 stressors identified were grouped into the following 
categories. School work, social interactions, treatment by 
teacher, discipline and class room management procedures, 
extra curricular activities, miscellaneous solution to 
addressing student stress include teaching students more 
effective coping skills and reducing the source of stress. 
Kahn and Milrose (1993) examined the validity of the 
Inventory of High School Students. Recent Life Experiences 
(IHSSRLE), a 49 item decontaminated hassles measure for 
adolescents. 176 Ss (aged 13-24 years) completed the 
IHSSRLE and the Perceived Stress Scale (PSS). 41 items were 
selected for the final form of the IHSSRLE, based on a 
significant positive correlation with the PSS. Out of the 176 
Ss, 99 Ss were assigned to an item selection subsample and 
177 Ss to a cross-validation subsample. The IHSSRLE showed 
adequate internal consistency reliability of validity against the 
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criterion of subjectivity appraised stress, in both subsamples. 
Reliability and validity were adequate cross sex. 
Chang et al. (1993) collected data over 500 high school 
students and compared with normative data from previous 
research with college students on the Leisure Interests 
Checklist (LIC) factor scales and on the BARMAS Stress 
Scales. Whether combined or separated by sex, the college 
sample displayed significantly more interest in the LIC 
activities than did the high school students. On the BARMAS, 
differences were more complex. High school students 
expressed more confidence about dismissing time pressure, 
sleeping, soundly and finding time to do sports, but college 
students were more confident about falling asleep and sticking 
to set priorities. The high school data replicates the previous 
pattern of LIC by BOROMAS relationships with most scales 
significantly intercorrelated within inventories, but mainly the 
sports scales covarying across inventories. Gender differences 
emerged from the high school sample. 
Crandalls, Priester and Ausspring (1992) demonstrated 
the validity of the USQ, a life events checklist designed to 
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measure stress among undergraduate students. The USQ 
correlates positively with physical symptoms and negatively 
with mood. Ss rated the USQ as the most complete and 
accurate of 4 different life events questionnaires. The USQ 
closely tracked subjective reports of stress, both during the 
term and finals week. The USQ predicted symptoms more 
liably than 3 other stress measures, controlling for negative 
affect. Students waiting in the college infirmary score high on 
the USQ than students socializing on campus. A comparison of 
the checklist format to subjective scaling showed the checklist 
version to be superior. The usefulness of the USQ is discussed 
in terms of validity, representativeness, adaptability, brevity, 
and low confounding with negative effect. 
Nguyen, Peterson and Christopher (1993) assessed 
depressive symptoms. Stressful Life Events, and identification 
with Vietnamese society vs acculturation to US society. No 
gains in reliability or validity were apparent when analysis 
were limited to depressive symptoms, specific to Vietnamese 
culture. Acculturation to US society was positively associated 
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with increased reports of depressive symptoms, as was the 
occurrence of Stressful Life Events. 
Norvell, Nancy, Limacher (1993) examined changes 
in psychological factors 9 days after serial killings in a 
college community, 103 2nd year medical students completed 
a battery of questionnaires that they had also completed I year 
prior to the killings. These subjects were compared with 111 
students who had completed the questionnaires in their 2nd 
year of medical school, I year before the killings. 
Multivariable ANOVA'S conducted on the variables of stress, 
anxiety, physical symptoms, and depression revealed a 
significant difference between the group tested after murders 
and cohort. Univariate analysis revealed that the study class 
significantly more depressed compared with the cohort and 
when compared with their own responses, I year before the 
killings. For both classes depression was significantly 
correlated with certain coping styles. 
Ware, Roger, Rytting, Jenkins and Dena (1994) examined 
the relationship between stress and psychological type while 
under stressful and normal mindsets. 254 female and 133 male 
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university students whose types had already been assessed 
with form G of the Myers - Briggs Type Indicator (MBTI), 
completed the MBTI again, but under a stressful mindset. 
Responses under stress revealed a significant movement 
towards introversion (I), sensation (S), thinking (T) whether 
measured as continuous scores or discrete types. No 
meaningful gender differences were found in the under-stress 
mindset except that the effects was more pronounced for 
women than men. Results may reflect how stress actually 
affects people or perhaps just their biases about 
psychologically healthy and unhealthy behaviour. The most 
important implication may be that caution should be taken 
when interpreting the type distribution of people in stressful 
situations who score more combination of I, S, and T. 
Nelson, Karr, Nichelle and Coleman (1995) examined the 
relationship among optimism and reported physical symptoms 
and daily hassles in 241 undergraduates (70.21% female). All 
Ss completed a demographic data sheet, the life orientation 
test, a physical smptom checklist, and the inventory of college 
students' Recent Life Experiences. As hypothesized, optimism 
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correlated with low physical symptoins scores and low daily 
hassle scores. Secondary analysis revealed that females 
reported significantly more physical symptoms than males. 
Freshmen and 5th year seniors reported significantly more 
symptoms than students from the 3 remaining academic yearss. 
Levels of reported emotional support from the 3 remaining 
academic yearss. Levels of reported emotional support from 
both friends and families of the participants were significantly 
related to dispositional optimism. 
Bielianskas, Counte and Glandon (1995) developed and 
evaluated the schedule of life events (SLE), a 54 item 
inventory assessing the prevalence of Stressful Life Events in 
elderly populations. 402 adult Ss (age 62 years) were surveyed 
on stress events in the prior 6 mo, using the SLE. Results 
showed that the SLE was sensitive to numerous life changes in 
the population, although only 12 of the item were reported as 
occurring in the previous 6 mo by 10% or more of Ss. Scores 
on the SLE were shown to be significantly related to lower 
level of health status and to seeking physician services in 
lower level of health status and to seeking physician services 
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in managed care settings and emergency medical services 
regardless of setting Stressful Life Events. This may have 
greater impact on health change in the elderly than they do in 
younger populations. 
Setterlind, Larsson and Gerry (1995) outlines the design 
and the developmental stages of the stress profile (SP), a 
questionnaire measuring stress in life in general and at work at 
the individual, group and organizational level. A model for 
using it at individual and company levels is described. The SP 
has 224 questions, 20 concerning background variables and 10 
criteria. The remaining 194 questions measure areas derived 
from current stress research. The data are computer processed, 
and a graphic profile is produced. Results from Swedish 
companies in which the SP has been used are included. 
Hendrix and Jurich (1994) examined the validity of 
impact of event scale as a measure of the enduring nature of 
reactions to combat stress by 60 Americans Vietnam veterans. 
Validity was supported through significant correlations with 
measures of abusive violence and combat exposure. A single 
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factor (general level of distress) supported the validity of the 
scale and thereby further use with vietnams veterans. 
Felsten (1996) evaluated relationship between neurotic 
and expressive hostility, stress, and depression and the 
differences in types of stressors and amounts of stress and 
depression. Ss were 553 non-clinical college students (aged 
17-59 years) who completed self-report measures of hostality, 
stress and depression. Results indicate that neurotic hostality, 
which is a measure of the experience of anger, was a good 
predictor of symptoms of depression whereas expressive 
hostality, which is a measure of the outward expression of the 
anger, was a weak predictor. Stress was also associated with 
symptoms of depression. Neurotic hostality predicted more 
total stress and greater stress from interpersonal, personal 
competancy, and cognitive stressors, but not from 
environmental or varied stressors than expressive hostality, 
which did not differ from low hostality. 
Myearstek, Weber and Doris (1996) investigated the 
level of acute and chronic subjective stress, objective strain of 
everyday university life and behaviour of 50 female college 
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students (aged 19-29 years), and compared it to that occurring 
in home activities. Physiological and psychological 
parameters, and behavioural activities were assessed in self-
reported chronically stressed vs non-stressed Ss. Subjects 
completed questionnaires assessing their chronic stress level 
concerning studies, personality traits and SES circumstances. 
Results show lower heart rate variability during university 
activities, indicating increased mental load. Study time was 
rated to be more exciting/arousing than leisure time. For 
chronically stressed Ss, higher heart rates were observed, 
particularly, while at university. No differences between the 
groups were found in SES variables and personality traits 
(neuroticism, extraversion, achievement, motivation). 
Fuertes and Westbrook (1996) examined the validity and 
reliability F.J. Mena et al. (see around 75: 32461) 24-item 
SAFE Acculturation Stress Scale using a heterogeneous group 
of 141 Hispanic College students. Ss also completed 3 open-
ended questions on stress they had experienced in the US. 
Principal components analysis and the varimax rotation 
method yielded a 4-factor solution to SAFE scale. The factors 
65 
were environmental, attitudinal social and familial. A 
MANOVA found no significant interactions between different 
levels of gender, generational status, and SES, however, there 
was a significant main effect for generation. Results suggest 
that the SAFE scale is a reliable and valid measure of the 
acculturation stress of Hispanic college students. The four 
factors appear to measure unique and integral aspect of 
acculturation stress. 
Toews, Lockyer, Dobson and Elizabeth (1997) assessed 
level of stress among medical students of four schools of 
medicine with different curricular in 3 different parts of 
Canada. ANOVA was calculated for all test-item scores, using 
a 4 (school) by 3 (program) by 2 (gender) design, which were 
all between-S factors. Significant main effects were followed 
up using planned comparisons. Significant interaction effects 
were followed up by using an analysis of complete effects. A 
total of 1,681 questionnaires were returned as follows : 621 
from medical students, 645 from residents, and 415 from 
graduate science students. There were significant differences 
between the three groups in the natures and degrees of stress. 
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with the graduate students reporting higher levels of stress. 
There were significant gender differences as well, with the 
women reporting higher levels of stress: overall stress levels 
were found to be mild based on the university of Calgary. 
Stress Questionnaire of the Social Readjustment Rating Scale. 
Helmers et al. (1997) compared stress levels in 357 
medical students (mean age 23.5 years), 365 law students 
(mean age 25.9 years) at McGill University using the 
Derogatis Stress Profile (DSP). The purpose of the study was 
to determine whether stress levels associated with the training 
and practice of medicine really are usually high, and to 
understand why levels of depression are high among medical 
students and physicians. The DSP takes into account 
environmental factors, personality mediators, and emotional 
response to stress, and it also measures subjective stress. 
Results show that the medical students had subjective feelings 
of stress that were marginally above population norms, but 
their total-stress scores were below those of the general 
population, law students, and graduate students. Elevated 
depression scores in a minority of the students did not seem to 
be related directly to the stresses associated with medical 
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school. It is concluded that medical students were greatly 
stressed relative to other groups. 
Kiran, Shahnaz and Subbakrishna (2000) assessed stress 
and coping behaviour in a group of 258 male and female 
undergraduates. Stress in the academic and interpersonal 
domain were presented in the form of situation vignetles while 
both situations were perceived as challenge, majority of the 
students appraised the academic stressor (failure in an 
examination) as being within their control and the 
interpersonal stressor (break, in relationship) as being beyond 
their control. Gender differences were not significant for 
appraisal. For both stressors, the coping responses reported 
were a combination of problem of emotion focused strategies 
including support utilization. In response to the academic 
stressor, students reported the use of self-blame and reading 
guide books, while in response to it interpersonal situation 
'withdrawing to think things over' was more common. Gender 
differences in the use of emotion focused coping were present. 
Female preferred distress-reducing strategies and social 
support utilization, while males reported active behavioural 
methods including high-risk coping behaviours. 
CHAPTER I I I 
Methodology 
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The methodology of the present study is worked out in 
accordance with the research objectives set in introduction 
chapter. 
Sample : The sample for the present study comprised 290 
Kashmiri students. Of these, 190 were males and 100 were 
females. The students were selected from A.M.U., Aligarh and 
colleges of Anantnag district. The relevance of taking sample 
from two different cultured background is to compare the 
different samples and to examine the extent to which there are 
similarities or differences exist in their ranking of stressful 
life events and how the living conditions differentially 
influence the perception of trauma and experiencing illness 
behaviour. 
Tools : The tools used in this study are : 
Traumatic Stress Inventory (TSI) : It was designed by the 
investigator to identify the traumatic experiences perceived by 
the students of Kashmir. The traumatic stress inventory 
consisted of 30 items. 
Stressful Life Events Scale (SLES) : The stressful life events 
scale was also prepared by the investigator to obtain 
informations from the respondents. The stressful life events 
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scale containing 29 items with four alternative response 
categories ranging from "Not at air'(O),"Rarely" (1), 
"Sometimes" (2), and "Often" (3). 
Illness Behaviour Questionnaire(IBQ) : The Illness 
Behaviour Questionnaire consists of 62 items with two 
alternatives i.e. "Yes" and "No". The Indian adaptation of 
Illness Behaviour Questionnaire (Verma, Malhotra and 
Chaturvedi, 1986) was used in this study. The Illness 
Behaviour Questionnaire measures four factors, namely, 
hypochondriasis, denial of problems, affective inhibition, and 
affective disturbance/ dysphoria. 
Procedure : Prior to data collection the investigator explained 
the purpose of investigaion to the respondents. The data were 
collected individually and in small group situations by the 
investigator. Subjects generally took more than an hour in 
completing all the scales. After data collection scoring was 
done manually by the investigator. 
Data Analysis : The data were analysed by means of rank 






Table 1 : Percentage and Rank Indicating the difference between 
male and female Kashmiri students (studying in Aligarh Muslim 
University, Aligarh) on Traumatic Experiences. 
Item Number 
11. Sexual assault 
16. Demands after 
abduction of a 
family member 
22. Dissociation 
from the family 
members 
7. Disintegrat ion/ 




reactions of young 
children 
1. Detention in 




















































































4. Robbery or 24 26.6 8 
theft in the house 
5. Major personal 24 26.6 8 
illness or injury 





14. Unexpected 24 26.6 8 
death of a close 
family member 
during encounter 




21 42 14 6 36 
36 13 5 25 
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23. Seeing death 28 31.1 9 16 32 12 3 9 
of military Jawans 
6. Self or family 31 34.4 10 13 26 9 1 1 
members become 
unemployed 
19. Enforced 31 34.4 10 8 16 5 5 25 
change of 
residence 
2. Detention in 35 38.8 11 15 30 11 0 0 
jail of a close 
family member 
25. Migrat ion to 
safer places and 
displacement 
8. Financial losses 



























12. Torture of a 40 44.4 13 25 50 16 3 9 
family member in 
the prison 
24. Survival by 44 ' 48.8 14 31 62 18 4 16 
freak circum-
stances 






17. Bomb blast 46 51.1 15 27 54 17 2 4 
near to my house 
21 . Threat to 
30. Safe by ch 
29. Panic 










































75 83.3 20 24 48 15 5 25 
18. Threat of 
firing 
78 86.6 21 42 84 21 0 0 




83 92.2 22 45 90 22 0 0 
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Table 2 : Percentage and Rank Indicating the difference 
between male and female Kashmiri students (studying in 
Anantnag) on Traumatic Experiences. 
Item Number 
11. Sexual assault 
16. Demands after 






from the family 
members 
27. Separation 
reactions of young 
children 
7. Disintegrat ion/ 
breaking of the 
family 
23. Seeing death 


















































































5.'Major personal 25 25 8 19 38 9 1 1 
illness or injury 
1. Detention in 26 26 9 7 14 3 6 36 
jail of oneself 
4. Robbery or 27 27 10 17 34 7 3 9 
theft in the house 






6. Self or family 29 29 11 19 38 9 2 4 
members become 
unemployed 
14. Unexpected 29 29 11 12 24 5 6 36 
death of a close 
family member 
during encounter 
19. Enforced 31 31 12 9 18 4 8 64 
change of 
residence 
25. Migratioin to 31 3! 12 19 38 9 3 9 
safer places and 
displacement 






2. Detention in 39 39 14 19 38 9 5 25 
jail of a close 
family member 
24. Survival by 
freak circum-
stances 
3. Death of a 
close family 
member 
12. Torture of a 
family member in 
the prison 
8. Financial losses 
2 1. Threat to life 
17. Bomblast near 
to my house 
30. Safe by chance 
29. Panic 











































































9. Threat of a 
war/violence 
91 91 23 36 72 17 6 36 









adminis t ra t ion 
94 94 24 27 54 13 11 121 
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Table 3 : Percentage and Rank Indicating the difference 
between male and female Kashmiri students (studying in 
Aligarh Muslim University, Aligarh) on Stressful Life Events. 
Item Number 
25. Engagement 
12. Criminal or 
legal offence 
7. Getting married 
of engaged 
1 1. Demotion 









from job of the 
parents 
5. Fai lure in 
examinat ion 
16. Start or end of 
formal schooling 
24. Major change 
in closeness of a 
family member 
29. Gain of a new 
family member 
8. Begin or end 
schooling 
27. Conflicts 




































































































































2. Broken engage- 51 56.6 14 14 28 5 9 81 
ment or love 
affair 
1. Death of a 54 60 15 17 34 7 8 64 
close friend 
14. Leaving home 61 67.7 16 20 24 9 7 49 
21 . Financial 62 68.8 17 14 28 5 12 144 
problems 
concerning school 
22. Leaving home 72 80 18 53 106 18 0 0 
for the first time 
28. Change to 74 82.2 19 39 78 17 2 4 
different line of 
work 
15. Minor 76 84.4 20 38 76 16 4 16 
violation of law 
9. Dissappoint- 85 94.4 21 20 40 9 12 144 
nient in love 
18. Changing to 85 94.4 21 53 106 18 3 9 
new school 
4. Breaking up 87 96.6 22 26 52 11 11 12! 
with friends 
23. Separation 88 97.7 23 33 66 14 9 81 
from boy friend/ 
girl friend 
20. Begining a 89 98.8 24 59 118 19 5 25 
new college 
experience at a 
higher academic 
level 
17. Major change 106 117.7 25 77 154 21 4 16 
in living 
conditions 
3. Illness of a 118 131.1 26 60 120 20 6 36 
close family 
member 





Table 4 : Percentage and Rank Indicating the difference 
between male and female Kashmiri students (studying in 
Anantnag) on Stressful Life Events. 
Item Number 
25. Engagement 
1 I. Demotion 
12. Criminal or 
legal offence 
7. Getting married 
or engaged 




24. Major change 



































































29. Gain of a new 30 30 5 16 32 4 1 1 
family member 
10. Academic 34 34 6 29 58 8 2 4 
failure 
19.Major violation 37 37 7 34 68 10 3 9 
of law 
26.Retirement 37 37 7 40 80 13 6 36 
from job of the 
parents 
2. Broken engage- 43 43 8 15 30 3 5 25 
ment or love 
affair 
4. Breaking up 47 47 9 21 42 6 3 9 
with friends 
27. Conflicts 49 49 10 17 34 5 5 25 




8. Begin or end 51 51 11 31 62 
schooling 
16. Start or end of 51 51 11 37 74 12 1 1 
formal schooling 








14.Leaving home    11 22 1 11 121 
28. Change to    35 70 11 2 4 
different line of 
work 
22. Leaving home 70 70 14 45 90 14 0 0 
for the first time 
5. Failure in 73 73 15 21 42 6 9 81 
examination 
15. Minor 96 96 16 37 74 12 4 16 
violation of law 
21. Financial 100 100 17 60 120 17 0 0 
problems 
concerning school 
9. Disappointment 100 100 17 27 54 7 10 100 
in love 
18. changing to 101 101 18 49 98 16 2 4 
new school 
17. Major change 107 107 19 80 160 20 1 I 
in living 
conditions 
23. Separation 109 109 20 46 92 15 5 25 
from boy friend/ 
girl friend 
3. Illness of a 123 123 21 69 138 18 3 9 
close family 
member 
6: Appearing for 147 147 22 90 180 21 1 1 
examination or 
interview 
20. Begining a 151 151 23 71 142 19 4 16 
new college 




Table 5 : Indicating difference between the mean scores of 
Kashmiri male and female students (studying in Aligarh 
Muslim University, Aligarh) on Illness Behaviour. 
Subjects N Mean SD t-value p 













Table 6 : Indicating difference between the mean scores of 
Kashmiri male and female students studying in Anantnag 
(Kashmir) on Illness Behaviour. 
Subjects N Mean SD t-value p 
Kashmiri 100 14.77 8.43 
Male 
(Anantnag) 





Table 1 : Shows the percentage and ranking of male and 
female Kashmiri students studying in Aligarh Muslim 
University, Aligarh, on items representing the Traumatic 
Experiences. On the basis of the ranks assigned by male and 
female students. The fear of crackdown and searching 
operations was ranked highest, whereas sexual assault was 
ranked least by the male and female Kashmiri students. There 
is too much discrepancy in ranking assigned by the male and 
female subjects on certain items of Traumatic Experiences 
such as Dissociation from the family members, Detention in 
Jail of onself Robbery of expensive valuables during 
searching operations, Unexpected death of a close family 
member during encounter. Seeing death of military Jawans, 
Enforced change of residence and others (cf. Table I). There is 
complete agreement in ranking assigned by the male and 
female students in certain items of Traumatic Experiences 
such as Robbery or theft in the house. Detention in Jail of a 
close family member, Financial losses, Threat of firing. Fear 
of crackdown and searching operations. There are some items 
of Traumatic Experiences such as Sexual assault. 
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Disintegration/breaking of the family, Abduction, Major 
personal illness or injury, Self or family member become 
unemployed, Migration to safer places or displacement. Threat 
to life. Safe by chance, panic and threat of war/violence where 
there was little agreement found in ranking between the male 
and female Kashmiri students studying in Aligarh Muslim 
University, Aligarh. The rank difference on items were 
highlighted where there was disagreement in ranking among 
male and female Kashmiri students for more than 3 in order of 
preference. Rank difference correlation coefficient was found 
to exist between the ranking of Kashmiri male and female 
students studying in Aligarh Muslim University, Aligarh 
(P=0.99, p< 0.01) on Traumatic Stress Inventory. 
Table 2 : Shows the percentage and rank difference between 
male and female Kashmiri students (studying in Anantnag) on 
Traumatic Experiences. 
Of the 30 items presenting the Traumatic Experiences the 
complete agreement in ranking between male and female, 
Kashmiri students studying in Anantnag (Kashmir) was 
observed only on two items, namely Separation reactions of 
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young children and Survival by freak circumstances. On Major 
personal illness or injury and Robbery of expensive valuables 
during searching operations, are the items representing 
Traumatic Experiences where little agreement was found in 
ranking assigned by the subjects. (Male students ranked and 
perceived highest level of traumatic experience on Anger, 
hostility and aggressive behaviour of administration whereas 
the female students, ranked and perceived highest level of 
traumatic experience on Threat of firing. Rank difference 
correlation coefficient was found to exist between the 
Kashmiri male and female students studying in Anantnag 
(Kashmir) (P = 0.99, p < 0.01) on Traumatic Stress Inventory. 
Table 3 : indicates the percentage and rank difference between 
male and female Kashmiri students studying in Aligarh 
Muslim University, Aligarh on Stressful Life Events. The 
table shows on as many as 18 items i.e. Getting married or 
engaged, Major violation of law, Retirement from job of the 
parents, Failure in examination. Start or end of formal 
schooling. Gain of a new family member, Conflicts among or 
between the family members. Broken engagement or love 
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affair. Death of a close friend. Leaving home, Financial 
problem concerning school. Minor violation of law. 
Disappointment in love. Breaking up with friends, Separation 
from boy friend/girl friend. Beginning a new school experience 
at a higher academic level. Illness of a close family member 
and Appearing for examination and interview where there is 
total disagreement between Kashmiri students studying in 
Aligarh Muslim University, Aligarh on Stressful Life Events. 
Table 4 : indicates the percentage and rank difference between 
male and female Kashmiri students (studying in Kashmir) on 
Stressful Life Events. 
Of the Stressful Life Events there are 4 events 
representing Stressful Life Events such as Demotion, Major 
change in closeness of a family member. Leaving home for the 
first time and Financial problem concerning school, where 
there was complete agreement found in ranking assigned by 
the male and female Kashmiri students studying in Anantnag 
(Kashmir). 
There were certain Stressful Life Events such as 
Engagement, Getting married or engaged, Criminal or legal 
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offence against family members, Major violation of law, 
Retirement from job of parents. Broken engagement or love 
affair, Breaking up with friends. Conflicts among or between 
the family members. Death of a close friend, Leaving home, 
Failure in examination. Minor violation of law. 
Disappointment in love, Separation from boy friend/girl 
friend, Illness of a close family member and Beginning a new 
college experience at a higher academic level where there was 
too much disagreement found in ranking assigned by male and 
female Kashmiri students studying in Anantnag (Kashmir). 
Table 5 : shows that there is no significant difference between 
the mean scores of Kashmiri male and female students 
(studying in Aligarh Muslim University, Aligarh) on Illness 
Behaviour. Lack of differences between the mean scores of 
Kashmiri male and female students on Illness Behaviour imply 
that the local does not influence differefitially the perception 
of Illness Behaviour. That is, Kashmiri student's 
preoccupation with illness seems to interfere in his life a great 
deal e.g. fear of illness, and symptoms of Traumatic 
Experiences etc. Kashmiri students except their illness i.e. 
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Traumatic Experiences do not recognize and give importance 
to anything else. They do not feel difficulty in expressing 
personal feelings, especially negative ones to others. Overall, 
on the basis of the findings we may infer that the Kashmiri 
students acknowledge certain affective behaviour, such as 
anxiety, depression and irritability. 
Table 6 : indicates the difference between the mean scores of 
Kashmiri male and female students studying in Aligarh 
Muslim University, Aligarh on Illness Behaviour. The table 
shows that there was no significant difference between the 
mean scores of two groups on Illness Behaviour. Significant 
difference was not found to exist between the mean scores of 
male and female students studying in Anantnag (Kashmir) on 




for Future Research 
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The findings of the present study have led to certain 
conclusions : 
• The present research has contributed significantly to the 
understanding of Traumatic Experiences, Stressful Life 
Events, and Illness Behaviour among Kashmiri male and 
female students. 
• In general, the assessment of Traumatic Experiences, 
Stressful Life Events and Illness Behaviour have made 
significant contribution towards understanding the 
relationship between stress and illness and the negative 
psychological states. 
• Traumatic Experiences such as Robbery or theft in the 
House, Detention in jail of a close family member and 
Financial losses were equally perceived by the Kashmiri 
male and female students (studying in Aligarh Muslim 
University, Aligarh). 
• Kashmiri male and female students studying in Anantnag 
(Kashmir) ranked similarly on the items of Separation 
reactions of young children and Survival by freak 
circumstances, of Traumatic Experiences. 
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. Kashmiri male and female students studying in Anantnag 
(Kashmir) ranked similarly on the items of Demotion, 
Major change in closeness of a family member, Leaving 
home for the first time, Financial problems concerning 
school, of Stressful Life Events. 
• Similarity existed in ranking between the Kashmiri male 
and female students (studying in Aligarh Muslim 
University, Aligarh) only on one of the items of the 
Stressful Life Events i.e. Leaving home for the first time. 
• Significant differences did not emerge between the mean 
scores of male and female Kashmiri students (studying in 
Aligarh Muslim University, Aligarh and Anantnag, 
Kashmir) on Illness Behaviour. 
The findings of the present study suggest possibilities for 
future research. 
• Further research should examine the difference between 
Kashmiri males and females on each items of the Traumatic 
Stress. 
• Further research should examine the difference between 
Kashmiri males and females on each item of Stressful Life 
Events. 
90 
• There is a need to explore the relationship between 
Traumatic Stress/Stressful Life Events and coping 
behaviour among Kashmiri people. 
• The impact of certain socio-demographic variables such as 
• area of living (high and low tension area), age (younger and 
elderly people), occupation (government service and 
business etc.), level of education, religious orientation in 
the perception of Traumatic Stress and Stressful Life 
Events. 
• Patterns of Illness Behaviour need to be examined among 
various groups, specially on people living in high risk and 
low risk conditions. 
• The extent and intensity of psychological trauma due to 
insurgency and terrorism prevailing in Kashmir and North 
Eastern states need to be compared to see the similarity and 
differences in the prevailing pattern of trauma in two 
different regions. 
• To examine the relationship between Illness Behaviour and 
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Occupation : Father/Guardian 
Residence 
Are you (a) Rural (b) Urban 
Number of family members 
Income per month 
11 
A P P E N D I X - I 
T R A U M A T I C S T R E S S I N V E N T O R Y 
Directions : 
This is a simple questionnaire containing thirty items 
pertaining to the traumatic experiences. There is no right or 
wrong answer. The items which are applicable to your past 
state of condition or experience to be marked "Yes" by putting 
a tick mark (V), in a bracket ( ) against it, under the column 
'Yes ' . If the item is not applicable to you, put a tick mark (V) 
under the column 'No ' . Read all the items carefully and give 
your responses candidly. 
Yes No 
1. Detention in jail of oneself. 
2. Detention in jail of a close family member. 
3. Death of close family member. 
4. Robbery or theft in the house. 
5. Major personal illness or injury 
6. Self or family members become 
unemployed 
Ill 
7. Disintegration/Breaking of the family. 
8. Financial losses 
9. Threat of a war/violence 
10. Abduction 
11. Sexual assault 
12. Torture of a family member in the prison 
13. Robbery of expensive valuables during 
searching operations. 
14. Unexpected death of a close family 
member during encounter. 
15. Fear of crackdown and searching 
operations 
16. Demands after abduction of a family 
member. 
17. Bomb blast near to my house. 
18. Threat of firing, 
19. Enforced change of residence. 
20. Troublesome neighbours 
21 . Threat to life 
22. Dissociation from the family members. 
IV 
23. Seeing death of military jawans. 
24. Survival by freak circumstances. 
25. Migration to safer places and displacement 
26. Tension caused by resistance and ignoring 
the warning to cooperate / to obey 
27. Separation reactions of young children. 
28. Anger, hostility and aggressive behaviour 
of administration. 
29. Panic 
30. Safe by chance 
A P P E N D I X - II 
S T R E S S F U L L I F E E V E N T S S C A L E 
Directions : 
Below is a list of stressful life events faced by people. 
Please check each item, indicating how frequently these events 
were true for you during the past one month. If they did not 
occur during that time, please mark under the "not at all" 
column. 
Not at Rarely Some- Often 
all times 
1. Death of a close friend. 
2. Broken engagement or 
love affair. 
3. Illness of close family 
member 
4. Breaking up with 
friends. 
5. Failure in examination 




7. Getting married or 
engaged 
8. Begin or end schooling 
9. Disappointment in love 
10. Academic failure 
11. Demotion 
12. Criminal or- legal 
offence 
13. Criminal or legal 
offence against family 
members 
14. Leaving home 
15. Minor violation of law 
16. Start or end of formal 
schooling 
17. Major change in living 
conditions 
18. Changing to new school 
19. Major violation of law 
vu 
20. Beginning a new college 
experience at a higher 
academic level 
21. Financial problems 
concerning school 
22. Leaving home for the 
first time. 
23. Separation from boy 
friend/girl friend 
24. Major change in 
closeness of a family 
member 
25. Engagement 
26. Retirement from job of 
the parents 
27. Conflicts among or 
between the family 
members. 
28. Change to different line 
of work 
29. Gain of a new family 
member 
VIU 
APPENDIX - III 
ILLNESS BEHAVIOUR QUESTIONNAIRE 
Directions : 
Here are some questions about you and your illness. For 
the purpose of this survey it is important that you complete 
every question even though some of these questions may not 
be directly applicable to you. 
Circle either Yes or No indicate your answer to each 
question. 
Yes No 
1. Do you worry a lot about health? Yes No 
2. Do you think there is something seriously Yes No 
^ r o n g with your body? 
3. Does your illness interfere with your life a Ves Nc 
great deal? 
4. Are you easy to get on with, when you are •'es No 
ill? 
5. Does your family have a history of illness? Yes No 
IX 
6. Do you think you are more liable to illness Yes No 
than other people? 
7. If the doctor told you that he could find Yes No 
nothing wrong with you, would you 
believe him? 
8. Is it easy for you to forget about yourself Yes No 
and think about all sorts of other things? 
9. If you feel ill and someone tells you that Yes No 
you are looking better, do you become 
annoyed? 
10. Do you find that you are often aware of Yes No 
various things happening in your body? 
11. Do you ever think of your illness as a Yes No 
punishment for something you have done 
wrong in the past? 
12. Do you have trouble with your nerves? Yes No 
13. If you feel ill or worried, can you be easily Y f No 
cheered up by the doctor? 
14. Do you think that other people realise what Yes No 
it is like to be sick? 
15. Does it upset you to talk to the doctor Yes No 
about your illness. 
16. Are you bothered by many pains and aches Yes No 
17. Does your illness affect the way you get on Yes No 
with your family or friends a great deal? 
18. Do you find that you get anxious easily? Yes No 
19. Do you know anybody who has had the Yes No 
same illness as you? 
20. Are you more sensitive to pain than other Yes No 
people? 
21 . Are you afraid of illness? Yes No 
22. Can you express your personal feelings Yes ilo 
easily to other people? 
23. Do you feel sorry for you when you are iK? Yes No 
24. Do you think that you worry about your Yes i^o 
health more than most people? 
25. Do you find that your illness affects your Yes rJo 
sexual relations? 
26. Do you experience a lot of pain with your Yes .lo 
illness? 
27. Except for your illness, do you have any Yes No 
problems in your life? 
XI 
28. Do you care whether or not people realise Yes No 
you are sick? 
29. Do you find that you get jealous of other Yes No 
people's good health? 
30. Do you ever have silly thoughts about your Yes No 
health which you can't get out of your 
mind, no matter how hard you try? 
31. Do you have any financial problems? Yes No 
32. Are you upset by the way people take your Yes No 
illness? 
33. Is it hard for you to believe the doctor Yes No 
when he tells you there is nothing for you 
to worry 
34. Do you often worry about the possibility Yes No 
that you have got a serious illness? 
35. Are you sleeping well? Yes No 
36. When you are angry, do you tend to bottle Yes No 
up your feelings? 
37. Do you often think that you might Yes No 
suddenly fall ill? 
xu 
38. If a disease is brought to your attention Yes Uc 
(through the radio, television, newspapers 
or someone you know) do you worry about 
getting it yourself? 
39. Do you get the feeling that people are rot Yes Nc 
taking your illness seriously enough? 
40. Are you upset by the appearance of your Yes Nc 
face or body? 
41. Do you find that you are bothered by many Yes No 
different symptom? 
42. Do you frequently try to explain to other;; Yes No 
how you are feeling? 
43. Do you have any family problem? Yes Mo 
44. Do you think there is something the matter Yes No 
with your mind? 
45. Are you eating well? Yes No 
46. Is your bad health the biggest difficulty of Yes No 
your life? 
47. Do you find that you get sad easily? Yes Nc 
48. Do you worry or fuss over small details Yes No 
that seem unimportant to others? 
Xll l 
49. Are you always a cooperative patient? Yes No 
50. Do you often have the symptoms of a very Yes No 
serious disease? 
51. Do you find that you get angry easily? Yes No 
52. Do you have any work problems? Yes No 
53. Do you prefer to keep your feelings to Yes No 
yourself? 
54. Do you often find that you get depressed? Yes No 
55. Would all your worries be over if you were Yes No 
physically healthy? 
56. Are you more irritable towards other Yes No 
people? 
57. Do you think that your symptoms may be Yes No 
caused by worry? 
58. Is it easy for you to let people know when Yes No 
you are cross with them? 
59. Is it hard for you to relax? Yes No 
60. Do you have personal worries which are Yes No 
not caused by physical illness? 
61. Do you often find that you lose patience Yes No 
with other people? 
XV 
62. Is it hard for you to show people your Yes No 
personal feelings? 
